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“Ignorance is an evil weed, which dictators may cultivate among their dupes, but which no 
democracy can afford among its citizens.” 
William Beveridge2 
 
“Nobody knew health care could be so complicated” 
President Donald J. Trump3 
 
Abstract 
This year, the newly elected leader of the free world termed healthcare “an unbelievably 
complex subject”.4 I seek to make some sense of the topic by examining the primary ways in 
which the Affordable Care Act has changed the American healthcare system, with a focus on 
Medicaid expansions. Attention is given to ensuing issues, especially the creation of the 
Medicaid Gap. I then conduct a cost benefit analysis of expanding Medicaid in Mississippi to 
levels proposed by the ACA from the perspective of the Mississippi State government. Here, I 
estimate the cost-per-life-saved if Mississippi were to expand Medicaid, and compare these 
figures to value of statistical life measures commonly used to evaluate government policy. 
According to my findings, expanding Medicaid is financially feasible for Mississippi’s State 
government, and will have wide ranging positive impacts on the State economy and public 
wellbeing.   
 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2 Beveridge, Full employment in a free society, Pt. 7. 
3Trump: ‘Nobody knew health care could be so complicated’ CNN. Feb 28, 2017. 
4 Trump: health care is 'unbelievably complex' CNN. Feb 27, 2017. 
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Introduction 
 My interest with health care began last summer, when I was working at a health 
insurance company, Independence Blue Cross, in Philadelphia. I was interning in their 
informatics department, and one of my early tasks was to analyze their Affordable Care Act 
population. This initially consisted of examining what types of procedures and diagnoses were 
common in the group, and why it was that IBC was unable to profit off of this population. 
Having little interest in spending hours looking at databases, I made a few quick reports and then 
turned to learning more about the health care structure in the U.S. and the politics behind the 
Affordable Care Act. A few weeks into my summer at IBC, I managed to catch a glimpse of the 
turtle man himself, Senator Mitch McConnell, as he went to meet with our CEO. I was 
immediately cynical about the relationship between private health insurers and politicians, and 
wanted to know more about how the political process impacted the health of ordinary 
Americans.  
  Over the next year, I read about the history of health care in the world, and slowly 
narrowed my focus on health care provisioning for the poor. In an effort to write something that 
would be relevant to the current conversation about health care, I began to focus on the Medicaid 
program, and how the Affordable Care Act had changed it. I knew I’d found my topic when I 
read about the Medicaid Gap, and was baffled by the extent to which partisan politics had 
blinded state legislators who chose not to provide their most needy constituents with health care 
when the federal government was providing almost all of the funding. This project reflects the 
evolution of my ideas over the least year, and ends with an analysis of the worst case of State 
legislators refusing to expand Medicaid: Mississippi.  
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Chapter 1: Healthcare and Social Insurance 
1.1 Origins of Modern Healthcare Provisioning 
 Governments have a number of options available when it comes to provisioning 
healthcare to citizens. There are two primary models in use today; the Bismarck and Beveridge 
models. All countries with healthcare systems in place use some form or combination of these 
two systems, while a large portion of the less economically developed world still functions with 
an out-of-pocket model.  
 The Bismarck system was the first move by a sizeable government towards guaranteeing 
healthcare for all. Otto von Bismarck, the chancellor of Prussia and later Germany, introduced a 
formalized and regulated healthcare system based on health insurance providers in the late 19th 
century. Germany previously had non-profit insurers operating in a number of industries, where 
workers would divert some of their income in order to cover premiums. These insurers, or 
krankenkassen varied in their benefits, but principally sought to address needs in healthcare and 
funeral services, which were large expenses for individuals to cover at short notice, but could be 
funded through small income deductions and the sharing of risk across large groups. Bismarck 
first created a mandated set of limited benefits to cover sectors of national importance, thereby 
allowing for increased stability in industry and the military. All insurers were to operate without 
a profit motive, and worker enrollment was mandatory. Premiums were paid through direct 
payroll deductions shared between employers and employees, which made the program more 
appealing to workers, since they wouldn’t have to think about putting aside part of their income. 
Funding benefits through payroll deductions fit well with Bismarck’s conservative leanings, as it 
allowed for healthcare provisioning through the private sector. Providing a system that allowed 
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for the poor to be taken care of was Bismarck’s idea of “a program of applied Christianity”.5 
Bismarck may have been unsure about the longevity of his legacy in terms of the political and 
military stability of the German state he’d created, but was right when he said, at the end of his 
life, that “the programs of state socialism [would] dig themselves in”.6  
Since its introduction in Germany some 130 years ago, the Bismarck system has been 
adopted in a number of countries including Japan, Switzerland and Belgium. U.S. healthcare also 
bears some resemblance to the Bismarck system.7 Non-profit insurers Blue Cross and Blue 
Shield gained some traction in the first half of the 20th century by providing health insurance to 
everyone who enrolled, for the same price. However, without regulation to protect this practice, 
it could not persist. Profit seeking insurers began capturing healthier individuals by offering them 
lower premiums, since a group of young healthy workers requires far less medical care than the 
old. Eventually, the entire U.S. health insurance industry consisted of for-profit insurers seeking 
healthy members and avoiding those with high medical costs. These types of insurers currently 
cover the majority of working people in the U.S.8  
 During the Second World War, William Beveridge wrote a report for Great Britain’s 
Ministry of Health that came to be known as the Beveridge Report. In it, he called for “a single, 
all-embracing scheme, insuring the entire population against the major economic risks of life”.9 
The report provided guidance to remedy the injustices that society had created, and listed a 
number of points that needed to be addressed in order to move closer to an equitable society that 
afforded everyone a fair shot at life. It was very widely circulated among the educated elite, the 
uneducated masses whose lives Beveridge was hoping to improve, and the British military even 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5 Reid, The healing of America , 67. 
6 Richter, Bismarck, 165. 
7 Reid, The healing of America , 67. 
8 Skidmore, Social security and its enemies, 138. 
9 Burns, “The Beveridge Report.” 512. 
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distributed it to soldiers during World War II to increase morale.10 The impact of this document 
was monumental, with prominent American economist Eveline Burns writing: “Not since the 
publication of Keynes’s Economic Consequences of the Peace has any work by an economist 
attracted such world-wide interest, both professional and popular”.11  
 After the conclusion of the second World War, Nye Bevan was appointed minister of 
health by the newly elected Labour government. His first goal was to realize Beveridge’s plan as 
it applied to healthcare. The Welshman faced strong opposition from the British Medical 
Association, but in 1948 finally succeeded in creating the National Health Service (NHS). 
Britons were now able to visit public hospitals and receive healthcare that was free at the point of 
service. Under this system, all hospitals operate under the government, and are staffed by a 
combination of public and private employees. Since the government is the sole purchaser in the 
medical delivery system, their costs for capital and labor can be kept low. Citizens need only go 
to a hospital or other facility for medical care, and will receive it for free. Taxes are also 
leveraged as a means to curtail inflation that might arise from spending large sums to fund the 
NHS. Overall, this system has been incredibly effective. If you are ill, the government will 
ensure that you receive the care you need. The primary downside of this system is that some 
level of rationing ensues, since everyone is given the same care and expensive procedures are at 
times forgone in favor of cheaper alternatives. Despite this tradeoff, the system was described as 
“the closest thing we [Britain] have to a religion” by Nigel Lawson, Chancellor of the Exchequer 
under Prime Minister Margaret Thatcher.12 The NHS has also been improved over the years 
through incentivizing procedures and treatments that require little effort to implement, but are of 
great benefit to the health of the British populace. One example of this is the NHS’s recent push 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
10 Reid, The healing of America, 108. 
11 Burns, “The Beveridge Report.” 512. 
12 Reid, The healing of America, 106. 
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to provide more flu shots, whereby physicians were given a small additional payment for every 
flu shot they provided.13 
 Beveridge’s model for healthcare systems has been adopted by a number of communities 
outside the UK including Italy, Spain, most of Scandinavia and Hong Kong.14 The U.S. has also 
been influenced by ideas of social welfare, evidenced by the Social Security program. Medicare 
and Medicaid operate under the Social Security administration, making them tax funded 
programs. These programs aren’t a full adaptation of the NHS’s architecture, using a network of 
private healthcare providers like private and non-profit hospitals and doctor’s offices instead of 
government owned facilities. They do, however, still capture some of the power the NHS has 
when it comes to setting prices; since Medicare and Medicaid cover a large portion of the 
population, healthcare providers essentially have to accept whatever prices the Social Security 
Administration sets. The Veterans Administration (VA) also uses a Beveridge type approach to 
healthcare, going even further than Medicare and Medicaid by having VA run hospitals.15 
 Work by Bismarck and Beveridge has affected healthcare delivery systems throughout 
the world, but primarily in economically developed nations. In the less developed nations of the 
world, governments generally lack the means to provide healthcare due to prohibitively high 
costs. These countries, like for example India, have maintained an out-of-pocket system, which 
simply means that they do not have a government run or regulated sector that aims to improve 
the health of all. Healthcare is provided as a for-profit service aimed at the rich, and directly 
dependent on an individual’s ability to pay. 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
13 Bodenheimer and Grumbach, Understanding Health Policy, 202. 
14 TR Reid, The Healing of America, 18. 
15 Ibid, 142. 
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President Trump accurately called the U.S. healthcare system “an unbelievably complex 
subject,”.16 While most western countries have adopted some form of the Beveridge or Bismarck 
system to cover the majority if not entirety of their population, the U.S. has retained an outdated 
and fragmented healthcare delivery system. Traditionally, employers have provided workers with 
health insurance through a benefits package. This naturally led to a large portion of the 
population lacking access to healthcare. Medicare and Medicaid sought to address this issue by 
providing health insurance to the retired in the case of Medicare, and a variety of benefits 
primarily aimed at “low-income and needy people” in the case of Medicaid.17 
 
1.2 American Social Insurance 
 Max J. Skidmore analyzes the implementation and history of the Social Security Act and 
its many components in his 1999 book, Social Security and its Enemies. Americans have 
historically been uncomfortable with government action, but the idea of involving government in 
“ensuring basic economic security” for its citizens is not new.18 Between 1909 and 1916, there 
was a strong progressive movement in the United States that called for improved working 
conditions and the involvement of government in ensuring a basic standard of living for all. 
American academics had a central role in this movement, publishing work on social insurance 
schemes in Europe and how these could be implemented in the United States. At the head of this 
progressive movement was former president Theodore Roosevelt. He was disenchanted with the 
work of his republican compatriot and presidential successor, Taft, and as a result founded the 
“Bull Moose” progressive party in a bid for presidential reelection during the 1912 cycle. 
Roosevelt performed an impressive feat by finishing the election in second place as an outsider, 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
16 Lorenz, “Sanders mocks Trump”. 
17 ORDP, “Medicaid Information”. 
18 Skidmore, Social security and its enemies, 27. 
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but his defeat “ensured that social insurance was unlikely to be considered seriously for some 
time”. 19  A spirit of cooperation between the progressive movement and the government 
continued for some years after Roosevelt’s defeat, until it finally faded away under the Wilson 
Administration during World War I, when progressivism and reform was associated with “’pro-
German’ sympathies”. After the war, the roaring twenties ushered in a great deal of apathy and a 
lack of concern with social justice.20  
 During the progressive movement, plans were primarily drawn up for social insurance 
programs, but there was also a smaller accompanying “flurry in support of governmental health 
insurance”.21 A number of government workers had bills for governmental health insurance to be 
put forth in states during World War I. The American Association for Labor Legislation, as well 
as the American Medical Association, a powerful association of physicians, initially supported 
governmental health insurance. By the end of the war, cooperation between these parties had 
ceased. The AMA, along with a collection of insurance companies and pharmaceutical houses, 
had begun to work against governmental involvement in health care. While work conditions and 
inequity had been a major cause of concern before the war, the economic recovery that followed 
proved stifling for talks of public works, centralized employment services and social insurance 
programs. By 1925, ideas of old-age pensions were presented as unacceptable and unpatriotic; 
treating ideas of social insurance as “defensible or excusable” was akin to calling “the whole 
[American] economic and social system… a failure”.22  
Apathy persisted in the federal government, but state level decisions indicated “certain 
undercurrents of public opinion which were beginning to change on the subject of old-age 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
19 Ibid, 28. 
20 Ibid, 29. 
21 Ibid. 
22 Hicks, Republican Ascendancy, 73. 
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pensions”. By 1928, eight states had passed acts allowing local governments to set up old-age 
pension programs, with some states even providing a portion of funds. The financial crash of 
1929 and the ensuing Great Depression signaled a turning point, with social insurance programs 
receiving a wave of widespread support.23 State level policy establishing old-age pensions was 
passed throughout the country, and by 1934 “twenty-eight states plus the Territories of Alaska 
and Hawaii has passed old age pension acts, all but five of them mandatory”.24 The movement 
that Harper Magazine had in 1928 dismissed for having a “Bolshevik air” was “suddenly 
influential”, and would finally find a capable and devoted national advocate in the form of 
Franklin Delano Roosevelt.25 
The creation and implementation of the Social Security Act under FDR was an 
impressive feat of political maneuvering and compromise, balancing the interests of a variety of 
powerful groups and political stances. While a host of benefits like aid to the blind, aid to 
dependent children and means tested assistance only extended to certain groups, the central and 
by far largest tenet of the act, old age insurance, was applicable to everyone. Having most 
discussions center on old age insurance was a deliberate and well-planned move that made all 
Americans have something at stake; everyone expects to grow old, and hopefully retire. Funding 
for the program came through a new payroll tax, pushing home the point that Social Security was 
not a program that handed out benefits. Instead, it assisted Americans by having them fund their 
retirement themselves; people paid taxes while they worked, and collected payments upon 
retirement that were determined by earlier wages. Calculating payments based on wages was 
indicative of the fairness of the program, and drove home the point that Social Security did not 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
23 Douglas, Social Security and the United States, 5-7. 
24 Skidmore, Social security and its enemies, 31. 
25 Ibid, 32. 
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provide for the poor at the expense of the rich.26 In devising a program that every American 
could expect to benefit from, FDR and the Democratic Party presented themselves as stewards of 
a “structure of economic security”.27 Despite opposing claims that providing for “persons who 
have ‘finished whatever biological justification there ever was for existence’ constituted a social 
problem of the first magnitude”,28 the Social Security Act passed both houses of congress with 
overwhelming support.29  
Although the Social Security Act did not include health care, a number of smaller parties 
had proposed similar plans that included health care “as a social duty, not as a private or public 
charity”.30 As mentioned previously, the AMA had supported the idea of nationalized health 
insurance before and during World War I, only to reverse their position entirely after the war. In 
1920, the AMA passed a resolution of “opposition of any plan embodying the system of 
compulsory contribution against illness… controlled or regulated by any state or the federal 
government”.31 Winning a battle against the AMA seemed so unlikely that Roosevelt finally 
decided against including health care as part of Social Security “because he feared that organized 
medicine’s powerful opposition might defeat the entire program”.32  
In the coming years, organized medicine would continue to fiercely and successfully 
oppose legislation proposing state sponsored health care. When a series of bills introduced in the 
1940s called the Wagner-Murray-Dingell bills proposed “a national system of hospitals and 
medical benefits, financed by a payroll tax on employees and employers”, they were 
immediately vilified by the AMA and met with failure. In 1939, the AMA created the National 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
26 Skidmore, Social security and its enemies, 39. 
27 Johnson and Porter, National Party Platforms. 
28 Skidmore, Social security and its enemies, 45. 
29 Skidmore, Social security and its enemies, 36. 
30 Johnson and Porter, National Party Platforms. 
31 Fishbein, A History of the American Medical Association, 320. 
32 Skidmore, Social security and its enemies, 51. 
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Physicians Committee for the purpose of propaganda. While the AMA denied any connection 
between the two entities, they were strongly linked through mutual fundraising mechanisms and 
AMA members heading the NPC. Through this arrangement, the AMA distanced itself from its 
slanderous politics, although only on paper since both medical professionals and the public 
considered the NPC to be the mouthpiece of the AMA.33 In a press release, the NPC prescribed 
that “the processes proposed [in the 1943 Wagner-Murray-Dingell bill] and the mechanisms 
indicated are designed to act as the catalyst in transforming a rapidly expanding Federal 
bureaucracy into an all powerful totalitarian state control. Human rights as opposed to slavery is 
the issue”.34 From 1939 to 1948, the AMA utilized the NPC as a means to link policies it 
opposed with “socialism and communism” through the use of pamphlets it distributed through 
physicians’ offices. This continued until the NPCs influence began to wane in response to the 
propaganda tactics it employed and the right-wing groups it had become associated with.35  
After the NPC was no longer deemed effective, the AMA began directly involving itself 
in health care policy. Their methods and presentation style were less extreme than those of the 
NPC, and were effective for a long time. In an organized effort, the AMA collected funds and 
created a national campaign against governmental health care programs. They distributed more 
literature to patients through their physicians, with slogans like “The Voluntary Way is the 
American Way”, complementing politics with savvy public relations techniques. By vilifying 
government involvement in health care and feeding peoples’ fears of the government coming 
between them and their physicians, the AMA succeeded in defeating health care legislation and 
thwarting the elections of politicians that opposed them well into the early 1960s.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
33 Skidmore, Social security and its enemies, 53. 
34 "The American Medical Association: Power, Purpose, and Politics in Organized Medicine.", 1009. 
35 Ibid. 
	   	   	   12	  
The AMA finally met their match in President Kennedy. Kennedy supported the creation 
of Medicare, a government run program to provide health care to Social Security recipients. 
Between 1962 and 1964, both sides engaged in national campaigns to garner support. The AMA 
built a campaign around the idea of keeping Washington, a third party, out of the patient-doctor 
relationship, and suggested that the introduction of socialized medicine would reduce the overall 
quality of medical care. They even considered having their member physicians declare that they 
would refuse to treat Medicare patients, but ultimately found this stance too risky. In 1963, the 
AMA began to lose ground, in part due to their overzealous publicity methods that resulted in 
them facing alleged fraud and libel. They had been distributing a recording of one of their 
opponents, Paul Normile, that painted him as threatening, tough and gangster-like, but wasn’t 
actually a recording of Normile. The AMA settled outside of court, and their brief respite 
allowed Kennedy’s successor, President Johnson, the opportunity to sign Medicaid and Medicare 
into law.36 The two programs, under the Social Security Administration, were designed to 
provide low–income and older Americans with healthcare. Medicare provides government health 
insurance to Social Security recipients, while Medicaid serves a number of communities, and is 
the main source of health insurance for low-income and disabled people.  
 
 
 
 
 
 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
36 Skidmore, Social security and its enemies, 67. 
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Chapter 2: Medicaid and the Affordable Care Act 
2.1  Medicaid 
 Medicaid serves a number of different disadvantaged populations, primarily including 
low-income individuals, people with disabilities, and retirees. This puts Medicaid in the category 
of means-tested programs; the program is primarily intended for low-income people, and 
eligibility is determined directly by income. While Medicare and Social Security can be 
marketed as working for every American, Medicaid is a welfare or entitlement program. This can 
be very good for society, since “benefits can be tailored to current individual circumstances and 
assistance can be concentrated on those with the fewest resources, who need the most”.37 Having 
a program aimed at assisting low-income persons also creates a societal and economic safety net; 
Medicaid enrollment fluctuates in a countercyclical manner, meaning that it expands during 
recessions due to more people falling into the eligible low-income category. It is estimated that a 
1 percent increase in unemployment results in 1 million new Medicaid enrollees. 38 This 
mechanism is helpful for people newly able to receive Medicaid benefits, as they are facing 
economic hardship and likely unable to afford health insurance. Conventional countercyclical 
fiscal policy like increased Medicaid enrollment, tax revenue decreases, income assistance and 
food stamp programs can be beneficial during economic troughs, and are considered automatic 
stabilizers. Government spending through conventional countercyclical fiscal policy like 
Medicaid has been found to be “very successful in stabilizing incomes, cash flows and profits to 
the firm sector”.39 This kind of fiscal policy is a partial solution to the problems recessions 
create, because it doesn’t address the eventual need for low-income people to have a path into 
the middle class. Fiscal policy during recessions should not only aim to stabilize the economy 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
37 Thompson, “The advantages and disadvantages of different social welfare strategies." 64. 
38 Holahan and Garrett, “Rising Unemployment, Medicaid and the Uninsured.” 8. 
39 Tcherneva, “Reorienting Fiscal Policy after the Great Recession.”19. 
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from the perspective of firms, it must also be “offsetting the trends in private sector employment” 
that create surges in Medicaid enrollment in the first place.40 
Medicaid benefits provide those eligible with publicly financed health care and long-term 
care. Federal and state governments jointly fund Medicaid, and eligibility criteria as well as the 
services provided vary from state to state. Federal guidelines exist to ensure a minimum level of 
coverage, but states exercise a great amount of autonomy in designing and administering their 
programs. Minimum coverage standards require states to extend Medicaid coverage to the 
following groups in order to receive federal funding:41 
 
• Children up to the age of 18 in families with incomes below 138% of the federal 
poverty line. 
• Pregnant women with incomes below 138% of the poverty line. 
• Parents previously entitled to financial assistance under state welfare programs 
prior to reform. 
• Seniors and disabled people receiving Supplemental Security Income (SSI) for 
earning below a state set threshold.  
 
There have been a number of bills passed allowing states to expand the coverage of their 
Medicaid programs, most of which have been voluntary. These increases in coverage can mean 
that states cover the populations designated in the minimum coverage guidelines up to a higher 
income level; Idaho covers pregnant women up to 138% of federal poverty level, while 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
40 Ibid, 20. 
41 "Policy Basics: Introduction to Medicaid." Center on Budget and Policy Priorities. 
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Wisconsin has extended this coverage to 301% of fpl.42 States also have the option to cover other 
categories of people, like the “medically needy”, a term referring to people not traditionally 
eligible for Medicaid, but whose high medical expenses “reduce their income below the 
eligibility limit”.43 Medicaid is and has been a voluntary program; states are not required to have 
Medicaid programs, and Arizona became the last state to do so in 1982.44 This stance is reflected 
in the amount of control given to states in determining the scope of their programs. Many richer 
and bluer states like New York and California have expanded their Medicaid programs as 
opportunities were presented, while poorer and redder states like Texas and Mississippi have 
kept their Medicaid programs at or near minimum requirements. Table 145, provided by the 
Centers for Medicare and Medicaid Services, the federal agency responsible for administering 
Medicaid and a number of other programs, shows Medicaid eligibility requirements by state and 
demographic category. The last column shows coverage levels for childless adults, and is of 
particular interest for this research. Many States don’t provide this group with benefits, the 
impacts of which will be discussed in later sections.  
The federal government provides States with funds in order to offset the costs of 
Medicaid, with an average federal match rate for Medicaid (FMAC) of 57%. This rate varies 
according to a number of criteria. The federal government covers a large portion of expenses in 
states with populations covered only by minimum Medicaid eligibility, while states generally 
take on a larger portion of costs for populations covered as a result of voluntary expansions. 
Wealth also affects federal assistance levels, with poorer states receiving around 75% of their 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
42 See Table 1 in Appendix  
43 "Policy Basics: Introduction to Medicaid." Center on Budget and Policy Priorities. 
44 "Medicaid Timeline." The Henry J. Kaiser Family Foundation. 
45 See Table 1 in Appendix 
	   	   	   16	  
Medicaid funds from the federal government, with an upper ceiling of 82%.46 Table 247 shows 
FMAC percentages by state for the year 2017. These figures are recalculated every three years to 
account for demographic and economic changes.  
Medicaid enrollment has increased steadily since the program was created in 1966. The 
graph below shows changes in Medicaid spending and enrollment from 1966 to 1999, and is 
followed by a brief history of the program.  
 
48 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
46 "Financing & Reimbursement." Medicaid.gov. 
47 See Table 2 in appendix  
48 Klemm, "Medicaid Spending: A Brief History." 106. 
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 The history of the Medicaid program can be broken into a number of periods, as shown 
above. During the ‘Program Startup’ states began to adopt Medicaid at different rates, reflected 
in rapid increases in enrollment as states made decisions about whether to adopt Medicaid, and 
what level of benefits and enrollment to provide. ‘Early Amendments’ added a number of 
benefits, like the creation of Social Security Income (SSI), which federalized state-run cash 
assistance programs for the aged and disabled. This period saw a large increase in enrollment. 
During the ‘Medical Inflation’ period, enrollment remained largely stagnant, while costs 
increased, largely as a result of cost inflation in the health care sector. The ‘Retrenchment’ 
period from 1982 to 1984 saw the federal government attempt to reduce Medicaid expenditures 
under the Reagan administration, primarily through the Omnibus Budget Reconciliation Act 
(OBRA-81). This effort was somewhat successful, reducing the rate at which expenditures grew 
from around 15% to 8%, while maintaining stable enrollment figures.  
1985 to 1990 was a period of ‘Program Expansion’, driven by the concern that program 
contractions under OBRA-81 were too harsh on vulnerable populations. Expansions during this 
period affected most demographic groups apart from childless adults. This period also saw 
changes in how Medicaid eligibility for low-income families was determined. Eligibility for this 
group had historically been tied to cash assistance under State run Aid to Families with 
Dependent Children (AFDC) programs, but was now determined by family incomes in relation 
to Federal poverty guidelines. This change led to increases in coverage, as most States’ AFDC 
levels were lower than the new Federal poverty level based income thresholds. A number of 
smaller changes also led to looser enrollment criteria for the low-income aged and disabled. 
Medicaid increased benefits provided under a number of laws like the Medicare Catastrophic Act 
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of 1988 (MCCA). These new benefits were initially voluntary, but converted into mandates by 
subsequent legislation.  
The ‘Taxes and Donations and DSH’ period in 1991 and 1992 saw a recession and 
expansions in Medicaid enrollment and benefits place considerable pressure on already strained 
State budgets. Costs increased at a rate of 12% annually, on average, prompting some States to 
turn to different financing measures, like disproportionate share hospital (DSH) payments. DSH 
payments were designed to help hospitals with high rates of uninsured patients receive payments 
from the federal government for uncompensated care, with these payments not being subject to 
Federal limits on Medicaid reimbursement. In practice, this allowed States to increase DSH 
payments to a hospital and receive additional taxes or donations to cover the cost of payments, 
thereby receiving “essentially unlimited Federal matching funds with little or no increase in net 
State spending”.49 The Federal government quickly took notice of this practice, and enacted 
Public Law 102-234, creating a number of restrictions on State governments receiving funds 
from hospitals and limiting DSH payments to 12% of Medicaid spending.50 Medicaid spending 
had grown at a rate of 27% per year between 1990 and 1992, and slowed considerably after the 
enactment of Public Law 102-234 despite DSH payments continuing to constitute a significant 
portion of Medicaid spending.51 
From 1993 to 1996, States began to experiment with and reform their Medicaid 
programs. States accounting for over 60% of Medicaid spending began to utilize managed care 
in an effort to cut costs. Reforms like these, coupled with an improving economy, had a strong 
effect on Medicaid, reducing the rate of expenditure growth to less than 8% annually. Federal 
legislation was introduced to convert Medicaid into a block grant program that capped Federal 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
49 Ibid,109. 
50 Public Law 102-234, H.R. 3595, 102nd Cong. 
51 Klemm, "Medicaid Spending: A Brief History." 110. 
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assistance to States for their programs, but was ultimately unsuccessful. By 1996, Medicaid 
experienced an expenditures growth rate of less than 2%, the lowest in the program’s history. In 
the ‘Welfare Reform and the Balanced Budget Act’ period from 1997 to 1999 that followed, 
some Medicaid recipients faced difficulty in retaining benefits, and States began to increasingly 
turn to managed care programs. The Personal Responsibility Act of 1996 completed the process 
that started in the late 1980s of determining Medicaid eligibility via Federal income guidelines. 
The Act implemented widespread reform of welfare programs, and while people receiving 
AFDC funds should have been eligible for Medicaid benefits, evidence shows that many families 
lost coverage.52 When the Balanced Budget Act (BBA) was passed in 1997, setting up Medicaid 
managed care programs became easier, as States no longer required Federal waivers to do so. 
The BBA also established the State Children’s Health Insurance Program (SCHIP), which 
provided additional Federal funds for low-income children without Medicaid coverage. States 
used these new funds to expand Medicaid for low-income children, with over 2 million children 
newly receiving coverage through Medicaid and State run SCHIP programs by 1999. The period 
from 1997 to 1999 saw decreases in the amount of services delivered through Medicaid, as well 
as relatively low annual expenditure growth averaging 5.6%.53  
The early 2000s were marked by little change for Medicaid recipients, as the Benefit 
Improvement and Protection Act (BIPA) in 2000 created a more streamlined payments system 
for health care providers,54 and enacted stricter requirements for hospitals to receive DSH 
funds.55 Medicare legislation was passed during the Bush administration in 2003 that provided 
drug coverage for the aged, significantly improving the conditions of low-income aged also 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
52 Ibid, 111. 
53 Ibid. 
54 "Medicare & Medicaid Milestones 1937-2015." Centers for Medicare and Medicaid Services. 
55 "Understanding The Benefits Improvement & Protection Act." AccountingWEB. 
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covered by Medicaid. In 2009, President Obama enacted the Children’s Health Insurance 
Program Reauthorization Act of 2009 (CHIPRA), providing States with new funding, incentives, 
and options for providing low-income children with health care through Medicaid.56 The most 
significant change to Medicaid in the 21st century would come a year later, under the Affordable 
Care Act, which is discussed in the following section.   
As of 2015, Medicaid covers over 62 million people, or 20% of the U.S. population. This 
varies greatly from State to State, with the lowest rate of coverage occurring in North Dakota and 
Wyoming, where 10% of the population receives health care through Medicaid. At the other end 
of the spectrum, 29% of West Virginians use Medicaid to receive health care.57 Table 3 shows 
Medicaid enrollment by State.58 A number of factors affect the rate of Medicaid enrollment; 
Medicaid expansions can increase the number of people covered by the program, but are often 
undertaken by richer states where a smaller portion of the population isn’t able to receive health 
insurance through their workplace. As a result, poorer states could have a large portion of their 
population covered by Medicaid despite strict eligibility criteria, while richer states can have 
generous eligibility criteria and still have low coverage rates due to high employment rates and 
relatively high incomes. The graphic below shows how the American population receives health 
insurance, as of 2015. Almost half of the population is enrolled in employer based private health 
insurance, while 20% of Americans have Medicaid as their primary source of insurance, 14% 
have Medicare, 9% are covered by some other form of private of public insurance, and 9% of the 
population remains without any kind of health insurance.  
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
56 "Medicare & Medicaid Milestones 1937-2015." Centers for Medicare and Medicaid Services. 
57 "Health Insurance Coverage of the Total Population." The Henry J. Kaiser Family Foundation. 
58 See Table 3 in appendix 
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59 
Medicaid is the primary source of health insurance for 20% of the U.S. population, while 
constituting only 18% of national health expenditure. This is likely due to the demographics of 
the population with Medicaid as their primary source of health insurance, since the aged have 
higher rates of healthcare expenditure on average, which is also reflected in the disproportionally 
high rate of Medicare expenditures.60 There are also a number of other factors that would cause 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
59 "Health Insurance Coverage of the Total Population." The Henry J. Kaiser Family Foundation. 
60 U.S. Personal Health Care Spending By Age and Gender 2012 Highlights. Centers for Medicare and Medicaid 
Services. 
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Medicare expenditure inflation, like the addition of Medicare Part D, which provides recipients 
with subsidized prescription drugs. Unfortunately, this expansion did not have any cost control 
measures in place, creating a situation where pharmaceutical companies exercise a high level of 
control over prices.61 
 
* Includes Children's Health Insurance Program (Titles XIX and XXI), Department of Defense, and Department of Veterans Affairs. **Includes worksite health care, other private 
revenues, Indian Health Service, workers' compensation, general assistance, maternal and child health, vocational rehabilitation, other federal programs, Substance Abuse and 
Mental Health Services Administration, other state and local programs, and school health. 62 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
61"Drug, insurer groups battle Medicare Part D cost-control measure." Modern Healthcare. 
62 "NHE-Fact-Sheet." Centers for Medicare & Medicaid Services. 
	   	   	   23	  
Managed care under Medicaid consists of State governments paying private health 
insurance companies in order to have them provide Medicaid patients with health insurance 
plans. As of 2014, 77% of Medicaid enrollment is through managed care setups.63 States began 
to increasingly use managed care for Medicaid on the premise that managed care is more cost 
effective. This claim has caused a lot of disagreement in scholarly and legislative circles. While 
it is true that many calculations show decreases in traditional Medicaid expenditures, some 
scholars have noted that managed care programs have decreased the number of people who 
would receive coverage when compared to traditionally administered Medicaid. The manner in 
which managed care funds are given has created a situation where managed care providers are 
incentivized to maneuver people out of Medicaid enrollment, and reduce the amount of care and 
compensation enrollees receive. Since hospitals are required to provide emergency medical 
services, many of the savings that managed care boasts actually come at the expense of increased 
uncompensated care costs for hospitals.64 
Medicaid and other means-tested programs are facing pressure as their expenses increase 
every year. From 1980 to 2011, spending on means-tested programs increased by about 500 
billion dollars, adjusted for inflation.65 This is due to a number of trends, with two taking center 
stage. Enrollment in means-tested programs has increased steadily as inequality has increased 
and the number of low-income people has increased. The 2007 financial crisis illustrates this; 
while spending per person on means tested programs increased 9% in the first three years of 
Obama’s presidency, total expenditure on means-tested programs increased by 31%.66 This 
shows that increases in expenditure were primarily the result of more enrollees, as opposed to 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
63 "Total Medicaid Managed Care Enrollment." The Henry J. Kaiser Family Foundation. 
64 Riner. "Challenging the Cost Effectiveness of Medi-Cal Managed Care." 
65 Haskins. "Means-Tested Programs, Work Incentives, and Block Grants." 
66 Ibid. 
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price inflation or benefit expansion. Two primary issues need to be addressed; income inequality 
needs to decrease in order to move low-income people to the middle class and off means-tested 
programs, and medical inflation needs to be slowed through government regulation or the 
imposition of a Beveridge style publicly funded health care system.  
Means-tested programs are easy to attack politically because they provide services to 
low-income people, and in the case of Medicaid, also the disabled. Social Security can present 
itself as a program for everyone, whereby all Americans receive payments and medical care in 
the form of Medicare upon retirement. Medicaid and other means-tested programs do not have 
this kind of universal appeal, since most people aren’t impacted by Medicaid legislation. As a 
result, it is easy for people to draw generalizations about the poor, depicting them as unmotivated 
and unwilling to provide for themselves. A few individual cases of fraud can easily paint a 
picture of ‘welfare queens’ who are resigned to collecting government payments every month 
instead of looking for a way to contribute to society.67 Furthermore, many people who are 
Medicaid eligible likely don’t want to be, and see their socioeconomic position as something 
they can hopefully rise above. These people see themselves not as “exploited proletariat but as 
temporarily embarrassed millionaires”.68 All of these factors combine to create an environment 
in which means-tested programs have many enemies. Economists generally add an argument to 
this, backed by a collection of models and charts. In the eyes of traditional labor economics, 
providing additional income to people in the form of direct payments or services like those 
provided by Medicaid only deters people from the labor market. 69  If income from the 
government is more than or equal to what someone would accept as compensation for 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
67 "Welfare Queen: 'I Don't Need A Job, I Get Full Benefits, And A Check From The Government' (Video)." Truth 
Uncensored. 
68 Wright, A short history of progress. 
69 Kluve. “Labour Economics.” Lecture, April 15, 2015. 
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employment, they will choose to stay out of the labor market when they otherwise would have 
sought employment. The wage at which people are indifferent between receiving government 
payments and working rises, and people decide to leave the labor market. This entire argument 
rests on a multitude of assumptions, including the assumption that people are utility maximizers, 
and that they would prefer to sit around and not create value if the government provides them 
with enough income. Research shows that these models simply don’t relate to the real world, 
with there being “no systematic evidence that cash transfer programs discourage work”.70 This 
argument refers to transfer payments, and is even stronger in the case of programs that provide 
health care and other services.  
A frequent criticism leveled against Medicaid is that the quality of care provided does not 
compare to what the private sector can offer through private insurance.71 What this perspective 
often neglects is the complicated nature of private insurance plans, and the additional costs that 
many people can face. While benefits available under private insurance plans may be more 
comprehensive, these types of plans often involve deductibles and copays that make care 
prohibitively expensive for low-income people. Deductibles are the minimum amount of money 
that an insurance recipient needs to pay out of pocket before the insurance provider begins to pay 
medical service providers, while copays are the payments an insurance recipient needs to make 
for individual medical services in addition to having insurance. These additional costs are called 
out-of-pocket costs. Medicaid eligibility rests on having low enough income to qualify for 
benefits, meaning that it also caters to the poor. It has been found that among low-income 
Americans, Medicaid recipients are “significantly less likely” to be underinsured than their 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
70 Banerjee et al. "Debunking the Stereotype of the Lazy Welfare Recipient: Evidence from Cash Transfer Programs 
Worldwide." 
71 Rubin. "Spending on Medicaid doesn’t actually help the poor." 
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private insurance counterparts.72 In this scenario, underinsurance is defined as out-of-pocket 
expenditures greater than 5% of household income. Even if private insurance plans provide a 
more comprehensive set of benefits than Medicaid, out-of-pocket costs often mean that medical 
services are prohibitively expensive for low-income persons.  
 
2.2  The Affordable Care Act 
The Affordable Care Act is a law first introduced in 2009 that substantially changes the 
U.S. healthcare system. Its primary goal is to increase the number of people with access to health 
care. Traditionally, Americans have had their healthcare funded through the workplace by a 
network of private insurers. Insurers pay for a range of medical expenses, and are funded by 
employers and employees, who share monthly premiums. While segments of the population, 
such as retirees and low-income people have their healthcare paid for through other means, like 
Medicare and Medicaid, over 47 million73 Americans were uninsured before the ACA, and as 
many as 28.5 million74 are still uninsured. A large number of people in America can’t afford 
health insurance and do not receive healthcare from programs like Medicare and Medicaid, even 
after the ACA. The Affordable Care Act combatted uninsurance through three main 
mechanisms: the expansion of Medicaid, the creation of subsidized insurance marketplaces, and 
the individual mandate. 
The ACA created marketplaces to offer people an array of different insurance plans. 
States had the option to create their own exchanges in order to customize the marketplace to their 
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needs, or have residents enroll through a federally operated exchange.75 As of January 2017, 
plans offered on these sites primarily target people earning between 100% and 400% of the 
federal poverty level.76 The plans are subsidized, meaning that the government pays a certain 
portion of the price based on the buyer’s income, so that the plans are affordable. These plans are 
meant to cover a portion of the population that didn’t previously have access to health insurance 
because they didn’t receive it through the workplace, and privately purchasing a policy was too 
expensive. As of March 15 2017, some 12.2 million people have enrolled in marketplace 
exchanges.77 
The individual mandate plays into the marketplace’s expansion of the health insurance 
sector, requiring that everyone enroll in some form of health insurance. This policy is enforced 
through a fine called the “individual shared responsibility payment”, which varies according to 
income, but cannot exceed either the national average price of a low level insurance plan, or 
$2085 per household, depending on how individuals choose to pay.78 Health insurance in the 
U.S. relies on a large base of healthy customers who pay monthly fees that offset the expenses of 
sick enrollees and leave insurers with a profit. When the ACA made health insurance newly 
affordable to a large segment of the population, vulnerable people were more likely to sign up. A 
55-year old manual laborer understands that they are likely to face some sort of medical issues, 
and sees buying health insurance as a good investment, while a healthy college graduate is more 
likely to forgo insurance on account of perceived invincibility. By fining people without 
insurance, the ACA sought to mitigate the sudden increase in costly members that insurers were 
likely to face through healthy people abstaining from purchasing insurance.  	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Under the ACA, Medicaid was expanded to cover everyone below 138% of the federal 
poverty level. This provision was coordinated with the creation of health insurance marketplaces 
in an effort to provide healthcare access to people who can’t afford insurance, even with heavy 
subsidies. Since the subsidies don’t extend to people earning below 100% of the fpl, Medicaid 
was seen as the way to provide them with healthcare. States were threatened with having all 
Medicaid funding cut if they didn’t expand their programs like the ACA demanded. This caused 
outrage for a variety of reasons. Republicans zealously opposed the Affordable Care Act at every 
step, including Medicaid expansions. Forcing states to expand Medicaid was also seen as federal 
overreach into a program largely controlled by States.79 States have had the option of expanding 
when the federal government increased Medicaid funding, and while some previous expansions 
were mandatory, most have been voluntary. In 2012, the Supreme Court ruled in National 
Federation of Independent Business (NFIB) v. Sebelius that the Medicaid expansion under the 
ACA was “unconstitutionally coercive”. Medicaid’s expansion wasn’t removed from ACA 
legislation, but the Supreme Court limited the Health and Human Services Secretary’s 
enforcement authority, effectively making Medicaid expansion voluntary.80   
It is important to note that while states were eventually expected to contribute some funds 
to the Medicaid expansions, the federal government provided funds for the majority of expansion 
costs. The federal government paid for 100% of the costs associated with expansion in the first 
year. This coverage decreased over the coming years, until finally resting at 90% of costs in 
2020. Including this in the law meant that expansion didn’t place a large burden on state budgets, 
while still maintaining a dedication to the history of Medicaid, in which the federal and State 
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governments shared costs.81 As of January 1st, 2017, 31 states and Washington D.C. have 
expanded their Medicaid programs, while 19 have abstained from doing so. The map below 
indicates which states expanded their Medicaid programs, in what manner they expanded them, 
and whether States chose to create their own marketplaces for subsidized insurance, or use the 
Federal government’s platform.  
82 
 
2.3  The Medicaid GAP 
 The Affordable Care Act sought to provide health insurance to previously uninsured 
populations primarily through making private insurance affordable for lower middle and middle 
income Americans and expanding Medicaid to cover low income Americans. Since (NFIB) v. 	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Sebelius made Medicaid expansion voluntary for States, many people have been unable to 
benefit from the ACA.  
The voluntary nature of Medicaid expansion means that some states have decided to 
adopt it, while others haven’t. These divides generally correlate with party lines, with primarily 
Republican States opting out. There are a number of ways to identify the people who have 
difficulty in finding healthcare coverage. The people who are most affected by states rejecting 
Medicaid expansion fall in what is termed the ‘Medicaid Gap’, or coverage gap. In states with 
previously below 100% Federal poverty level coverage for Medicaid, there are people who are 
neither eligible to receive Medicaid benefits, nor the subsidies provided by the Federal 
government in the marketplace exchanges. Another demographic group affected by States 
choosing not expand Medicaid are people earning between 100% and 133% of fpl. These people 
have the benefit of being able to purchase subsidized insurance plans, but do not have the option 
of enrolling in Medicaid like the ACA intended. People falling in the Medicaid gap are most 
affected, since they don’t have access to any sort of insurance plans, be it private or public, while 
those eligible for subsidized insurance may still find it difficult to afford insurance plan due to 
their low incomes. Individuals in the Medicaid Gap find themselves in a rather paradoxical 
situation where they don’t earn enough to receive government subsidies, and live in States where 
they either earn too much for Medicaid, or Medicaid hasn’t been extended to their specific 
demographic group, usually childless adults. 
The existence of the Medicaid Gap has adversely affected the effectiveness and public 
image of the Affordable Care Act. As of October 2016, 2.6 million people find themselves in the 
Medicaid Gap, and a further 1.4 million people are eligible for marketplace insurance subsidies 
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but would be eligible for Medicaid if all States were to expand Medicaid.83 Of the 2.6 million 
individuals in the Medicaid Gap, 41% are in families with full time workers, another 21% are in 
families with part time workers, and 38% are in families that are entirely unemployed or not in 
the workforce.84 These 38% would gain the most from Medicaid expansion, as they certainly 
aren’t eligible for health insurance through the workplace, and likely don’t have the income to be 
eligible for marketplace subsidies.   
The population in the Medicaid Gap is starkly defined along racial lines, with Blacks 
overrepresented; of those in the Medicaid Gap, 31% are Black.85 For comparison, Blacks account 
for 13.3% of the U.S. population.86  This discrepancy makes sense when the composition of 
States deciding not to expand Medicaid is considered; Texas87 , Florida88, Georgia89  and 
Mississippi90 are examples of States with large Black populations that have chosen not expand 
Medicaid.  
Of those in the Medicaid Gap, 55% are between the ages of 35 and 64.91 Studies have 
found that the uninsured in this age group exhibit a tendency to neglect health issues they may 
have until the age of 65, when they become eligible for Medicare.92 Having these people defer 
their health issues until they receive Medicare means that they are likely to increase the overall 
cost of their healthcare for the government and economy. If Medicaid were extended to these 
people, they would have the opportunity to meet with a medical professional and address small 	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issues before they become serious and far more expensive problems that Medicare then needs to 
pay for. In practice, small lifestyle changes and preventative care can have a serious impact on 
costs by enabling people to avoid surgery and expensive medication later in life. This is 
especially true for chronic diseases, like “cancer, heart disease and diabetes”, which are 
responsible for “7 of every 10 deaths among Americans… and account for 75% of medical 
expenditures”.93 This deficiency of accessible preventative care not only impacts healthcare costs 
in the future, but has tangible negative effects on economic output, with Americans missing work 
due to illness costing the U.S. economy $260 billion annually.94 
77%95 of the people in the Medicaid Gap are childless adults, many of them in States that 
do not provide any Medicaid coverage them.96 The other 23% of the Medicaid Gap is occupied 
by parents, in States where Medicaid coverage for parents is only extended to the extremely 
poor, like in Mississippi where parents need to earn below 23% of the federal poverty level in 
order to receive Medicaid coverage.97 This also has immediate impacts for children, since 
parents enrolled in public insurance are more likely to ensure their children also receive 
benefits.98 When parents don’t have health insurance, it stands to reason that they are likely 
unaware of the benefits their children may be eligible for, and simply don’t view health 
insurance in any form as something that is accessible to them. 
The Medicaid Gap has created a situation in which many people find themselves without 
access to healthcare. Flawed institutional structures within the American healthcare system have 
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created a situation wherein a significant portion of population find themselves spending a large 
portion of their income simply to stay alive, and are caught in a toxic cycle of poverty.  
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Chapter 3: Legislative cost/benefit analyses 
3.1 Government involvement in health, safety and the valuation of life 
The government is involved in the health and safety of its residents through the use of a 
number of tools. These tools can be divided into two primary groups: spending and regulation. 
Spending and regulation are both determined by legislation, which is written and passed into law 
by Congress in the United States. Medicaid is an example of fiscal policy; it was passed into law 
by congress, and is jointly funded by the treasury and state governments. When writing and 
voting on laws, legislators have to weigh the costs and benefits of implementing policy. There 
are a variety of different manners in which to evaluate policy, which will be covered in this 
section.  
Government spending can be presented in a variety of forms, like the funding of hospitals 
for the Department of Veterans Affairs (VA), or by giving out mandated polio vaccines, as the 
Indian government did from 1970 to 1990.99 All of these programs are funded through a fiscal 
apparatus, and require some sort of cost benefit analysis on the part of the government. That is to 
say, legislators concluded that the benefits of providing medical care to veterans, or the 
eradication of polio, presented more benefits than the cost of implementation.  
 An important part of these cost benefit analyses is the manner in which human life itself 
is valued, and how different groups are perceived. Veterans often return from war in a condition 
that makes entering the workforce a challenge. Through care received from hospitals and other 
services provided by the VA, they are able to get back on their feet, and contribute to the general 
welfare of the economy and country. Knowing that the VA provides healthcare with no cost at 
the point of service also encourages future or current members of the armed forces, as they know 
that both they and their families will have their medical expenditures covered by the government. 	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This means that the VA constitutes part of an agreement or informal contract, wherein some 
people join the armed forces with the expectation of receiving healthcare for them and their 
family. Being in the armed services isn’t a small part of life, but rather becomes a defining facet 
for many individuals; you don’t just stop being a veteran, and the same goes for VA benefits. 
Additionally, there is a positive social impact of having free healthcare for current and former 
members of the armed forces; it can be argued that society views government more positively for 
taking care of people willing to put their lives on the line for the ‘national cause’. Another side of 
this same sentiment is that veterans are perceived to deserve the services of the VA due to their 
service for the country.  
 Looking at the VA shows that there are quantifiable factors that impact spending, like the 
contribution that veterans can make to society once they are prepared to enter the workforce. 
However, it also shows how much sentiment and the length of membership in a group have a 
strong impact on how much the government invests in said group. The government, like in the 
case of the VA, also funds the group this research centers on, Medicaid recipients and 
prospective Medicaid recipients. Those receiving care under Medicaid have a number of 
setbacks in comparison to their fellow Americans covered by the VA. Instead of having a 
common identifier of serving the country and invoking a sense of patriotism, Medicaid recipients 
are by and large the poor, the disabled and the aged.  
 While spending constitutes an active facet of the government’s role in preserving health 
and safety, regulation is a manner in which the government limits the damage to health and 
safety that may be caused by the activities of the private sector. The industrial revolution 
introduced massive increased in productivity, as well as increases in risks to the health and safety 
of workers and those not removed from the production process. This period in history is rife with 
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examples of government regulation in the interest of preserving health and safety. An 1842 
Royal Commission report in the UK brought attention to dismal conditions and the exploitation 
of women and children that was common in coalmines of the time. Regulation was regularly 
passed to improve the conditions for miners, and by 1881 significant progress had been made to 
ensure some level of safety standards, as well as a minimum age of employment.100 The Unites 
States has also followed a similar trajectory.101 Some particularly successful regulation in the 
U.S. included the Safety Appliance Act in 1893, which enforced the use of safer coupling 
mechanisms on trains, and the introduction of Workman’s Compensation beginning in 1910 in 
New York.102 
Making decisions regarding regulation is a complex matter, and is highly dependent on 
what the government of the time views as their role in preserving the health and safety of 
constituents. What influences this decision can be divided in to two sets of factors: those that are 
quantitative, and those that aren’t. Quantitative factors can be calculated, and generally consist of 
some form of a cost benefit evaluation that rests on a certain valuation of life. The next topic 
covered deals with these in detail, explaining some figures used by economists and other social 
scientists. Non-quantitative factors may play an even larger role, since they include the political 
rhetoric that heavily influences the legislative process as well as the manner in which 
quantitative data are viewed. When government bodies produce legislation that improves the 
health and safety of constituents, it generally involves costs of some kind. These costs placed on 
the government in the form of increased fiscal activity, or businesses in the form of decreased 
short-term activity in some facet of the private sector. The judiciary branch of government also 
deals directly with the valuation of life through the enforcement of existing laws. One area in 	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particular that relates is the payments given to families of the victims in wrongful death cases. 
This provides some insight into how the government values different individuals’ contributions 
to society. Measures like this allow comparisons between different types of people based on race, 
income, and a number of other factors.   
 
3.2  The Value of Statistical Life 
Valuing a human life is not a simple procedure, but there are a number of ways in which 
public officials and academics have sought to assign a financial value to life. One such measure, 
used by economists, is called the “value per statistical life” (VSL).103 VSL measures are one 
factor affecting the regulatory decisions of governments; they provide an indicator of how 
society or a particular sector values life, to which governments can then compare the cost of 
regulation. This cost of regulation allows for the calculation of the cost effectiveness of 
regulation. Comparing VSL calculations to cost projections allows governments to determine 
whether society itself deems specific regulation to be a good investment or not.  
VSL measures are based on the value of reduced mortality risks across a population. Say, 
for example, that everyone in a group of 500,000 is willing to pay $10 in order to eliminate a 1 in 
500,000 chance of dying during the next year. The VSL for any individual in this population, 
based on their decision to spend $10, would be $10 × 500,000 = $5 million. This is because $5 
million is being spent in order to keep one person alive or in other words to reduce the chance of 
death by 1/500,000 for any individual in the group. In reality, clean examples for VSL 
calculations rarely present themselves, and VSL measures are calculated based on market 
decisions by society; they are meant to be a direct indicator of how much society values a 
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statistical life, given a specific scenario. Many cases rest on how much risk people are willing to 
accept for increased wages, with all other factors held constant.  
A case of VSL calculations being used in order to assess regulation is presented by 
mining regulation aimed at reducing deaths resulting from accidents. In a 2011 study, the U.S. 
Department of Labor examined a proposed rule to install proximity detection systems (PDS) in 
mines that use continuous mining machines, as well as tightening of training requirements for 
miners and maintenance guidelines for the proposed PDS. Data used in the report show 30 deaths 
and 220 injuries attributable to “pinning, crushing or striking” accidents that could have been 
directly prevented by the presence of PDS, as well as estimates for the cost of implementation.104 
The cost of implementing the proposed legislation was calculated to be $36.3 million for an 18-
month introductory period, and $8.2 million annual cost once fully operational. Using a VSL of 
$8.7 million for deaths prevented, the benefits of implementing the program would, on average, 
be $10.7 million annually. Since the benefits outweigh the costs, the program should be 
implemented.105 
This study raises a question as to what figures are to be used for the VSL when 
attempting to calculate the feasibility of legislation. If a slightly lower VSL had been used, the 
costs of the increased regulation proposed above would likely have outweighed the benefits. One 
of the biggest challenges that governments face is in noting the differences between the types of 
risks studied in most VSL literature, and the kind of populations that are being targeted by 
legislation.106 As a result, there is great variation in the VSL figures that different agencies use. 
The EPA, in 2005, used estimates ranging from $0.9 million to $20.2 million, the FDA uses a 
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value of $5 million without specifying a year or reason,107 and the DOT agencies use an estimate 
of $9.6 million, in 2016 dollars.108 The Office of Management and Budget is the government 
office responsible for reviewing regulatory analyses conducted by federal agencies, and indicates 
that agencies should generally use VSLs between $1 million and $10 million in 2008 dollars.109 
See table 6110 for a large number of older VSL studies by government agencies. These VSLs 
range from $1 million to $6.3 million, in 2000 dollars.  
 
3.3 VSL weaknesses 
As with many statistical approaches, VSL calculations rely on a set of assumptions. 
These assumptions closely resemble those used in most neoclassical economics models; there 
has to be an even distribution of information, people need to be fully rational, and alternative 
behavioral options must be available.  
This can be illustrated through the example of wage differences that are attributed to risk. 
In order for the assumptions of a VSL calculation to be met, workers need to be able to choose 
whether they work in a local coalmine, or pursue some other form of employment. Presumably, 
this would result in higher wages for miners, holding all variables besides risk constant. In this 
analogy, miners earn higher wages than people working less risky jobs as a result of the higher 
levels of risk they are willing to accept. While this might initially seem intuitive, it’s important to 
analyze the situation from the perspective of a miner. Most miners live in remote areas that don’t 
have a lot of opportunity, and are likely descendants of miners. They don’t choose to mine 
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because they’ve decided they want to take on more risk to improve their earning potential, but 
rather because those are the jobs available to them and because of other institutional and societal 
factors that lead them to pursue careers in mining.  
VSL calculations rely on actors making rational decisions that result in them taking on 
risk in exchange for money. If there are other influences on how people make decisions, the 
framework for VSL calculations doesn’t hold up. This is not to say that VSLs are completely 
useless; they can certainly create a benchmark from which to make decisions, but the inherent 
methodological shortcomings of these measures needs to be kept in mind.   
The judiciary branch of government also analyzes the value of life through the 
enforcement of existing laws. One area in particular that relates is the payments given to families 
of the victims in wrongful death and personal injury cases. Historically, courts have used a 
human capital approach to determine compensation for victims and their families, wherein 
compensation is calculated based on projected future earnings. One high profile example of the 
human capital approach is the 9/11 Victims Compensation Fund, which based compensation on 
lost earnings and average work-life expectancy.111 Both the human capital approach and VSL 
measures do not assign an inherent value to life, presenting it instead as derivations of behavior 
and income. Compensation for non-economic loss, like the pain of losing a family member, or 
the psychological impact of losing an arm, is referred to as hedonic damages. A minority of state 
courts and some federal program award compensation for hedonic damages, but many 
government bodies chose not to because there is no objective measurement of non-economic 
loss.112 
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Chapter 4: Cost-Per-Life-Saved for Medicaid Expansion in Mississippi 
4.1 Previous Studies and Data Sources 
 Mississippi is among the States that chose not to expand Medicaid coverage to the levels 
proposed by ACA guidelines. This chapter will use measures of Medicaid coverage benefits 
from previous studies and estimates for Medicaid expansion costs in Mississippi to calculate the 
cost-of-life-saved for the state of Mississippi. The cost-per-life-saved figure will consist of a 
dollar amount that would be spent by the state to save an individual life through expanding 
Medicaid. This will be calculated by dividing the cost of expansion by the number of lives saved 
as a result of Medicaid expansion.  
 In a 2012 study, Prof. Bob Neal of the Mississippi University Research Center (URC) 
projects the cost of expanding Medicaid in Mississippi to the levels initially required by the 
Affordable Care Act. The study provides projections from 2014 to 2025 of the overall cost of 
expansion, the net annual cost to the state of Mississippi, and the cumulative cost to the state of 
Mississippi. These projections are calculated for three different expected participation rates 
among newly eligible Medicaid beneficiaries; 75%, 85% and 95%.113  
 The URC’s calculations use a model to estimate the economic impact of Medicaid 
expansion on a variety of factors. The target population for this expansion is adults ages 20-64. 
In its calculation, the URC accounts for population changes in this demographic group, and then 
estimates the administrative costs of Medicaid expansion and the average medical expenditure of 
the target population. Dr. Neal then also estimates increases in State tax revenue as a result of 
Medicaid expansion. Below is a table showing the expected cost of Medicaid expansion, with a 
95% participation scenario. Neal calculates that expanding Medicaid in Mississippi will lead to 	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330,000 newly eligible adults aged 18-64. There are a lot of different calculations of how many 
people would be newly covered by Medicaid in Mississippi, but I will use Neal’s numbers for 
the sake of consistency.114 
High Participation Scenario (95% participation by 2016), 2014-2025  
Year  Enrollment  State Medicaid Costs  
Additions to State 
General Fund Revenue  
Net State Fiscal 
Burden  
Cumulative State 
Fiscal Burden  
2014  280,782  $8.5  $8.5  $0.0  $0.0  
2015  296,972  $17.5  $26.7  ($9.2)  ($9.2)  
2016  313,125  $18.9  $39.1  ($20.2)  ($29.4)  
2017  312,781  $45.9  $43.9  $2.0  ($27.4)  
2018  312,437  $78.5  $47.8  $30.8  $3.4  
2019  312,093  $92.1  $50.6  $41.4  $44.8  
2020  311,750  $117.8  $53.2  $64.6  $109.4  
2021  311,407  $138.9  $55.7  $83.3  $192.7  
2022  311,064  $143.7  $57.8  $85.9  $278.6  
2023  310,722  $148.7  $59.6  $89.1  $367.7  
2024  310,380  $153.8  $61.4  $92.4  $460.1  
2025  310,039  $159.1  $63.3  $95.8  $555.9  
Dollar figures are in Millions. 115 
 
In a 2012 study by the Harvard School of Public Health, researchers led by Benjamin 
Sommers sought to quantify the impact of acquiring Medicaid coverage on mortality rates. This 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
114 "The Coverage Gap: Uninsured Poor Adults in States that Do Not Expand Medicaid." The Henry J. Kaiser 
Family Foundation. 
 
115 Neal. “The Fiscal and Economic Impacts of Medicaid Expansion in Mississippi, 2014-2025.” 
 See Appendix for 85% and 75% participation scenarios, titled Table 4 and Table 5 
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is the first research to look specifically at the impact of expanding Medicaid to childless adults 
on mortality rates among low-income adults. It is meant to assist in the decision process for 
states still deciding whether or not to expand Medicaid, and “provides evidence suggesting that 
expanding Medicaid has a major positive effect on people’s health”.116 For their research, the 
authors examined states that voluntarily expanded their Medicaid programs to childless adults 
between 2000 and 2005. These states were then compared to similar bordering states that id not 
expand Medicaid, which served as controls. Results of the study showed a 6.1% decrease in 
mortality rates for states adopting Medicaid expansions. For every 100,000 people newly 
covered by Medicaid, 570 of them did not die that year as a result of obtaining coverage.117 The 
groups primarily impacted by this expansion were “older adults, racial and ethnic minorities, and 
those living in poor areas”.118 Medicaid expansion led to decreased uninsured rates, and better 
reported health.  
Andrew P. Wilper of the Harvard Medical School examined the impact of private 
insurance on mortality rates. While this doesn’t address the exact effects of Medicaid expansion 
on mortality rates, it provides insight into how access to healthcare affects mortality rates. The 
study borrows the structure of a 1993 study that found a 25% increase in mortality among the 
uninsured when compared to those with insurance.119 This methodology was used to analyze an 
updated dataset, showing how uninsurance impacts death among those aged 17 to 64. The 
findings indicated a hazard ratio of 1.40 among the uninsured, meaning that the uninsured were 
dying at a rate of 1.40, while the insured perished at a rate of 1. This calculation contains 
adjustments for “age, gender… race/ethnicity, income, education, self- and physician-rated 
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health status, body mass index, leisure exercise, smoking and regular alcohol use”.120 Wilper et 
al found that for every 100,000 people without insurance coverage, 91.4 will die as a direct result 
of not having some form of health insurance.  
 In 2008, Oregon extended Medicaid coverage to a randomly selected 1/9 of the people 
eligible under a new expansion. This partial expansion was due to budgetary constraints, but 
provided a basis for testing the impacts of Medicaid. A study of this experiment by the National 
Bureau of Economic Research showed that there were no noticeable impacts of Medicaid on 
mortality rates, there were other considerable benefits. These included “increased health care 
utilization, reduced financial strain, and reduced depression”.121 It is worth noting that this study 
is based on in-person interviews 2 years after Medicaid expansion. Critics have noted that not 
only is the sample size used in this experiment small, the experiment also has a very short 
timespan.122 A major way in which health insurance improves life expectancy is through 
preventative care and providing access to medical professionals in non-emergency settings, 
allowing for lifestyle changes and drug prescriptions that increase life expectancy.123 For 
example, someone may be suffering from hypertension and likely to die from a heart attack if 
left undiagnosed for long enough. In the case of a younger person who isn’t at immediate risk, 
receiving a diagnosis and medication means an untimely death can be prevented. This would be 
difficult to measure in a 2-year window, since they might not have had a fatal medical incident as 
a result of hypertension for another 10 years.  
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4.2 CLS Calculation and Results 
 This section seeks to answer the following question: If Mississippi were to expand 
Medicaid to the levels proposed in the Affordable Care Act, how much would the State be 
spending for each person who avoids death as a result of Medicaid expansion? Answering this 
question yields a dollar amount, which we will call the ‘cost-per-life-saved’, or CLS. 
 The tables below contain estimates for Mississippi if the State chose to expand Medicaid. 
I use Neal’s estimates from his URC study for my figures on cost and the population covered by 
expansion. The study by Sommers measures the mortality impact of providing Medicaid to the 
previously uninsured, which is referred to as ‘high impact’ in the tables below. This corresponds 
to a mortality rate reduction of 570 persons per 100,000 new Medicaid recipients. Wilpers’ study 
provides a lower mortality impact estimate, labeled ‘low impact’, and corresponds to a mortality 
rate reduction of 91.4 per 100,000 new Medicaid recipients.  
 
Cost Per Life Saved, 95% Participation Scenario 
Year Enrollment 
Net Annual State 
Expansion Cost 
CLS (low 
mortality) 
CLS (high 
mortality) 
CLS (most 
conservative) 
2015 296,972 -$9,200,000.00 -$33,894.26 -$5,434.97 -$90,568.67 
2016 313,125 -$20,200,000.00 -$70,580.94 -$11,317.72 -$199,027.45 
2017 312,781 $2,000,000 $6,995.90 $1,121.80 $20,126.37 
2018 312,437 $30,800,000.00 $107,855.44 $17,294.71 $307,486.23 
2019 312,093 $41,400,000.00 $145,134.32 $23,272.42 $412,590.61 
2020 311,750 $64,600,000.00 $226,714.79 $36,353.92 $645,162.01 
2021 311,407 $83,300,000.00 $292,664.76 $46,929.05 $831,890.01 
2022 311,064 $85,900,000.00 $302,132.34 $48,447.19 $858,725.17 
2023 310,722 $89,100,000.00 $313,732.50 $50,307.28 $890,032.86 
2024 310,380 $92,400,000.00 $325,710.72 $52,228.00 $923,576.81 
2025 310,039 $95,800,000.00 $338,067.16 $54,209.37 $958,238.90 
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Cost Per Life Saved, 75% Participation Scenario 
Year Enrollment 
Net Annual State 
Expansion Cost 
CLS (low 
mortality) 
CLS (high 
mortality) 
CLS (most 
conservative) 
2015 230,978 -$8,100,000.00 -$38,367.92 -$6,152.33 -$114,720.32 
2016 247,204 -$17,800,000.00 -$78,780.42 -$12,632.51 -$252,101.44 
2017 246,932 $1,800,000 $7,975.34 $1,278.85 $25,493.40 
2018 246,661 $27,500,000.00 $121,979.26 $19,559.48 $389,482.55 
2019 246,389 $36,900,000.00 $163,854.68 $26,274.24 $522,614.77 
2020 246,118 $57,700,000.00 $256,499.33 $41,129.89 $817,205.21 
2021 245,848 $74,400,000.00 $331,100.67 $53,092.28 $1,053,727.35 
2022 245,577 $76,800,000.00 $342,158.50 $54,865.42 $1,087,718.55 
2023 245,307 $79,600,000.00 $355,023.36 $56,928.31 $1,127,374.96 
2024 245,037 $82,600,000.00 $368,809.57 $59,138.94 $1,169,863.96 
2025 244,768 $85,700,000.00 $383,071.63 $61,425.87 $1,213,769.27 
 
 Column 2, labeled ‘Enrollment’, refers to the number of people joining the Medicaid 
program given the participation scenario as a direct result of Mississippi adoption Medicaid 
expansion to 138% of poverty level. Column 3 refers to the net cost to Mississippi’s State 
budget. The negative numbers in 2015 and 2016 are a result of increased tax revenue from 
Medicaid expansion, with 100% of expansion costs covered by the federal government. Figures 
from 2021 onwards are indicative of expected expenditures for Mississippi once the federal 
government’s assistance drops to and stays at 90% of the costs of expansion. Columns 4 and 5 
are calculations based off of the Sommer and Wilper studies, and divide the cost of Medicaid 
expansion by the number of lives saved each year.  
 The population estimates given by the URC contain the entire population that would be 
eligible under a Medicaid expansion, while the studies used for mortality impacts compare 
Medicaid and private insurance to having no insurance. Many people who will be eligible for 
Medicaid if Mississippi decides to expand their program already have some for of health 
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insurance. Column 6 addresses this issue, by providing the most conservative CLS estimate. This 
estimate calculates the CLS for expansion assuming that mortality reductions occur only for the 
103,000 Mississippians who are currently uninsured and would be eligible for Medicaid, and 
uses the lower mortality rate impact from Wilper’s study.124 The estimates given by this consider 
mortality reductions only for the uninsured populations gaining insurance, without any regard to 
positive effects experienced by other groups, and assume 95% and 75% of the 103,000 uninsured 
Mississippians enrolling in Medicaid, depending on the table. Given that Mississippi had a 
Medicaid participation rate of 93.2% in 2014, the 95% CLS estimates are likely more 
accurate.125 Impacts of Medicaid expansion on the insured are likely very substantial, since many 
cheaper insurance plans have high out-of-pocket costs that make them much less useful for low-
income people than Medicaid. Furthermore, a 2016 Kaiser report counts the number of uninsured 
and insured people who would receive Medicaid from expansion amounts as only 164,000, 
indicating that the cost of Medicaid expansion could be substantially cheaper than predicted in 
the URC’s projection.126  
The results from the Sommer and Wilper studies show low CLS figures, with the highest 
estimates staying below $400,000. Even when measuring CLS with the strictest of assumptions, 
the highest given value is just above $1.2 million. For comparison, a table with frequently used 
‘Value of Statistical Life’ figures is given below. These figures are used by a variety of 
government agencies to evaluate the cost effectiveness of proposed programs. 
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Department / Agency VSL Year 
Department of Transportation $9,600,000127 2016 
Environmental Protection Agency $8,900,000128 2012 
Food & Drug Administration $5,000,000129 N/A 
Occupational Safety & Health Administration $8,700,000130 2012 
 
All of the above government bodies have VSLs well exceeding even the most 
conservative estimate for the CLS estimated in this section by at least $3.7 million. This shows 
that expanding Medicaid is an inexpensive way for Mississippi to reduce mortality, with 
numerous federal agencies wiling to adopt policies with far lower cost efficiency.  
 Expanding Medicaid doesn’t just present a good return on investment; it would be 
inexpensive for the State of Mississippi. If we take the URC estimate for 2021, by which time 
federal assistance would reach its minimum, Mississippi’s annual expansion cost would total 
$83.3 million.131 Compared to Mississippi’s 2015 expenditures, this expense is trivial; in 2015, 
the State of Mississippi spent $20.4 billion.132 Even without accounting for the inflation and 
medical inflation adjustments the URC uses to estimate the 2021 cost of Medicaid expansion, 
this amount constitutes a .4% increase in State expenditures if Mississippi were to adopt 
Medicaid. While it is true that Medicaid currently accounts for 24.6% of Mississippi’s 
expenditures, this amount would only increase by 1.6% with Medicaid expansion.133 Meanwhile, 
Mississippi’s legislature decided to phase out a $260 million a year corporate tax in May of 
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2016.134 Mississippi isn’t facing a shortage of funds to expand Medicaid. It is facing a shortage 
of legislators who will fight for the interests of their constituents.  
 
4.3 Mississippi Burning 
Mississippi faces a number of issues in providing healthcare, and is consistently ranked 
one of the worst states on a number of healthcare indicators; “A black man in Mississippi has a 
shorter life expectancy than the average American did in 1960” and the State’s obesity rate sits 
around 35%.135 Currently, Mississippi has a very limited Medicaid Program. Children are the 
primary group covered by Medicaid, with coverage for children of families earning up to 
between 133% and 194% of federal poverty level. Adults are far worse off, with parents 
receiving coverage if their family income falls below 22% of the fpl,136 pregnant women having 
coverage if they earn below 194% fpl, and childless adults receiving no coverage from 
Medicaid.137 This is in stark contrast to the majority of states, where parents receive coverage at 
higher income levels, and childless adults often receive at least some coverage.138 Expanding 
Medicaid would have a strong effect on Mississippi’s population; according a variety of 
literature, between 164,000 and 330,000 people would be newly eligible for public health 
insurance if Medicaid was expanded to ACA levels.139140 This would have wide ranging benefits 
for a state that ranks last in “life expectancy, per capita income, and child literacy”.141 
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Medicaid expansion in Mississippi would have a particularly strong effect on the Blacks 
community. Of the population that would receive coverage from Medicaid expanding, over 50% 
of them would be Black.142 This increase in coverage could make a huge difference for a 
demographic group in which 43.2% are affected by obesity and 44% live at or below the poverty 
line. For comparison, whites in Mississippi face 30.2% obesity and have 16% of their population 
below the poverty line.143 This significantly impacts the findings in the previous section. Since 
Mississippi arguably has the unhealthiest population, particularly among the population that 
would receive coverage as the result of Medicaid expansion, it stands to reason that the reduction 
in deaths will be significantly higher than previous studies of populations in healthier states.  
While it wouldn’t be fair to claim that Mississippi’s decision not to expand Medicaid is 
an explicit act against the Black community, it is clear that Medicaid expansion would be 
especially beneficial to this group. This single legislative issue is also reflective of a larger 
narrative in Mississippi, which has struggled with issues of racial discrimination for a long time. 
From the time of the reconstruction to the civil rights era, Mississippi had the highest number of 
lynchings (not per capita), embracing what has been called a sort of “neoslavery” with laws that 
severely limited the economic opportunities of Blacks.144 Today’s Mississippi has moved past 
this history in many ways, but the political system is still divided among the same lines; “whites 
are Republicans, blacks are Democrats, and the former controls state politics”.145 Whether 
intentional or not, Mississippi’s State government has chosen to continue its legacy of 
disenfranchising Blacks. Medicaid would provide this population with a medical safety net, 
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allowing for more social mobility in a State where almost half of Blacks live below the poverty 
line.  
Expanding Medicaid in Mississippi would not only have a positive effect on individuals 
and demographic groups, but could be the determining factor in propping up a failing rural 
hospital system. In 1986, Congress passed the Emergency Medical Treatment & Labor Act 
(EMTALA) in an effort to provide emergency care to the uninsured. The Act required hospitals 
to provide emergency medical treatment for anyone, without regard to their ability to pay.146 
Prior to this law, it was possible for hospitals to simply send people away, even if they were at 
the verge of death. There were accounts of people “transferred with knives still in their backs, or 
women giving birth at the door of the hospital, simply because they were uninsured”.147  
In a NBER working paper, Craig Garthwaite identifies hospitals as “insurers of last 
resort”. Since hospitals are required to provide emergency medical care, they end up paying for 
emergency procedures for a large number of uninsured patients. Garthwaite and co. found that 
increases in uninsured populations directly lower hospital profit margins, contrary to a common 
perception that hospitals can simply pass the costs of uninsured patients to insured patients. On 
average, each additional person receiving uncompensated care costs hospitals $900 a year. For-
profit hospitals are less impacted by these factors, indicating that non-profit hospitals bear an un-
proportional burden of providing free health care.148  
Hospitals began to incur new costs for this uncompensated care in the late 1980s, and the 
federal government took on a role of providing some amount of compensation for these expenses 
through Medicaid and Medicare additions, called Disproportionate Share Hospital (DSH) 
programs. DSH payments targeted hospitals that served disproportionally low-income 	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communities, and were providing large volumes of uncompensated care as a result. The ACA 
caused significant reductions in these payouts in future years. Had the ACA gone through as 
intended, lawmakers expected increases in Medicaid to reach hospitals receiving high amounts 
of DSH payments; many of their formerly uninsured patients would have coverage through 
Medicaid, lessening the impact of DSH fund reductions, and according to some research even 
benefiting hospitals financially.149 The table below shows how DSH reductions would have 
occurred given the ACA’s implementation as expected. These changes have been delayed until 
2018, likely due to the importance of these funds in keeping hospitals that serve uninsured 
communities operating.150  
151 
This trend is especially concerning for Mississippi’s rural hospitals. While Mississippi 
will face reductions in DSH funding, the State’s decision to abstain from Medicaid expansion 
means that hospitals will miss out on two effects. Increased Medicaid enrollment would mean 
that hospitals have less uninsured patients, as well as more Medicaid patients that guarantee a 
certain level of payments. In a 2015 study by the Center for Mississippi Health Policy, it was 
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found that of Mississippi’s 41 rural hospitals, 20 are at risk of closure. 152 Furthermore, the study 
analyzed 9 hospitals at immediate risk of closure. It estimated that if those 9 hospitals were to 
close, the State would lose $8.6 million in State and local taxes and $289.2 million in total 
economic impacts. Expanding Medicaid wouldn’t be a perfect solution to this problem, but could 
certainly help. It would result in an increase in hospital revenue, especially for rural hospitals 
serving communities with high rates of uninsurance. When evaluating the cost of expanding 
Medicaid in Mississippi, it is important to consider the fragility of the State’s hospitals, how 
hospitals can benefit from Medicaid expansion, and the potentially disastrous effects of large-
scale hospital closures. A .4% increase in State expenditures could go a long way in helping 
Mississippi’s teetering hospitals. 
A 2016 study by Georgetown University compared the impact of Medicaid on hospitals 
serving primarily low-income communities, termed “Safety Net Hospitals” in states that had 
expanded Medicaid and states that had not done so. Researchers found that these hospitals were 
faring substantially better in Medicaid expansion States, noting “major reductions in 
uncompensated care” and uninsured patients as a primary driver. Hospitals in expansion states 
were able to begin opening new facilities and hiring additional personnel, while their 
counterparts “continue to face financial pressures”. Furthermore, the study found that care is 
improving in States that expanded Medicaid, through the addition of new programs aimed at 
“improving specialty access” while hospitals in non-expansion states struggle to maintain the 
status quo.153 
Phil Bryant, Governor of Mississippi, is a vocal opponent of Medicaid expansion and has 
“been a strong defender of Trump”. In a March 2017 piece, the Clarion-Ledger described Bryant 	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as “vindicated in his strong opposition to expanding Medicaid to cover more Mississippians”. 
The Governor described his visit to the white house as “rare opportunity”, and spoke fondly of 
his meetings with the President, chief of Staff among others. When Republicans introduced their 
first new healthcare plan this year, meant to eliminate the Affordable Care Act, Bryant was 
initially hesitant “because the bill didn’t go far enough to repeal benefits”, but later gave his 
support out of enthusiasm for Medicaid Block grants. Bryant has also been supportive of 
Trump’s immigration policy, and “appeared on Fox News on March 6 to back Trump’s plan to 
restrict immigration and actions by state lawmakers to make it easier to root out people in the 
country illegally”. In his early career, Bryant had “focused on what he saw as the harm of illegal 
immigration”.154 Medicaid expansion in Mississippi is very unlikely, and Bryant has been 
consistently opposed to the measure. When the measure was on the floor of the Mississippi 
Senate in 2013, Senate Republicans rejected it. Most of them cited “fiscal restraint” as their 
reason for opposing Medicaid expansion, which is absolutely ridiculous given how inexpensive 
expansion would be.155  
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Conclusion 
 Medicaid expansions under the Affordable Care Act have had a considerable impact on 
State economies and the health of new Medicaid recipients. In States where Medicaid has been 
expanded, overall health has improved, hospitals serving Medicaid recipients are facing 
improved financial situations, and medical services have had the opportunity to improve. 
Medicaid expansion has occurred largely along party lines, with Republican States far less likely 
to adopt expansion.  
 Minorities, in particular Blacks, are more strongly impacted by Medicaid expansion. In 
Mississippi, Blacks would have a lot to gain from Medicaid expansion due to their low income 
and poor health as a demographic group. Expanding Medicaid is heavily subsidized by the 
federal government, and can provide large improvements in terms of health, socioeconomic 
mobility, and economic activity for a relatively insignificant increase in expenditures. The State 
of Mississippi would have to spend under .4% more annually to provide Medicaid to roughly 
330,000 residents. This, however, seems unlikely. Mississippi’s governor has been vocal in his 
opposition to Medicaid, is bent on repealing health care benefits, and has been a vocal supporter 
of Trump’s health care plan. Expansion seems even more unlikely given the changes to Medicaid 
proposed in the Republican health care plan. 
  As it stands, the U.S. healthcare system is unsustainable. The federal government has the 
ability to strictly regulate health insurance, and should wield this power to reduce costs an create 
an insurance market in which prices are uniform, so as remove a current market structure where 
bargaining power heavily influences competitiveness, and an oligopolistic market has been 
encouraged. Another option would be to completely nationalize healthcare, thereby making the 
federal government the sole purchaser of health services.  
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Looking forward: Republican Health Care Bills  
Republicans have been campaigning against the Affordable Care Act, or ‘Obamacare’ 
since it was first passed, and have been trying to introduce their own bill to replace it. The first 
Republican health care plan was not able to garner enough support, and party leaders decided to 
postpone voting on the bill on March 24th. A vote on a revised version of the bill is expected this 
week, the first week of May. The bill keeps some provisions from the ACA, like the ability for 
adults under 26 to stay on their parents’ insurance policy. Among the changes proposed are a 
transforming of ACA marketplace subsidies into primarily age based tax credits, a repealing of 
the individual mandate, allowing insurers to charge more to people with preexisting health 
conditions, a reduction of minimum required benefits, allowing insurers to charge more based on 
age, reorganizing federal Medicaid assistance to States into a per-enrollee or block grant format, 
cutting federal assistance for Medicaid expansion and increasing DSH funds.  
It may be draconian and illogical for Mississippi to abstain from expanding Medicaid, but 
this bill is an absolute disaster, and if passed, will almost certainly cause thousands of deaths. 
Converting ACA subsidies to tax returns will drastically reduce people’s ability to make monthly 
payments on insurance that would otherwise be subsidized; instead of paying less each month, 
people will receive a lump payment once a year. Allowing insurers to charge the elderly and 
those with preexisting health conditions more will lead to a surge in the cost of insurance for 
these groups, and removing the individual mandate will only worsen this effect by causing many 
healthy individuals to opt out of purchasing insurance, thereby no longer keeping costs down for 
their more costly counterparts. Reducing minimum benefits creates a framework that will most 
likely lead to poorer health for Americans who have cheaper health insurance policies that decide 
to cut costly benefits. Perhaps most alarming are the proposed changes to Medicaid. By 
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providing States with funds according to enrollment numbers or in a block grant form, the bill 
encourages States to reduce benefits for Medicaid recipients. This format does not encourage 
better health care, instead encouraging States to spend less per enrollee in the case of enrollment 
based assistance, or reduce enrollment numbers in the case of block grants. Cutting federal 
assistance for Medicaid expansion will undo many of the benefits States have experienced from 
expanding their programs, hurting hospitals and Medicaid recipients alike.  
This bill would not revert the U.S. healthcare system to pre Affordable Care Act times. It 
would create a far worse situation by making health insurance prohibitively expensive for many 
and abandoning those most in need of assistance through incentivizing the demise of Medicaid. 
Republican legislators have a ‘challenging’ decision to make. They must either turn on their 
party and president, or pass a law that will cause the deaths of thousands of people.  
We are currently in a time of political change and instability, with health care occupying 
the limelight. The Republican health care plan is essentially a rehash of the Affordable Care Act 
that hurts the common man even more. It doesn’t change the healthcare system; it merely turns 
the same dials as the Affordable Care Act, and leaves them in slightly different positions. The 
institutional framework won’t change significantly if this law passes. If we want the American 
health care system to actually work for every American, a complete overhaul is the only option. 
With the political upheaval and uncertainty in the air today, why not?  
 
“A revolutionary moment in the world’s history is a time for revolutions, not for 
patching.” 
William Beveridge156 
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Appendix 
Table 1: State Medicaid and CHIP Income Eligibility Standards 
  
Children Pregnant Women Adults (Medicaid) 
Medicaid 
Ages 0-12 
Medicaid 
Ages 1-52 
Medicaid 
Ages 6-
182 
Separate 
CHIP3 
Medicaid CHIP4 
Parent/ 
Caretaker5 
Expansion 
to Adults 
Alabama 141% 141% 141% 312% 141% N/A 13% No 
Alaska6 203% 203% 203% N/A 200% N/A 142%($) 133% 
Arizona 147% 141% 133% 200%7 156% N/A 106% 133% 
Arkansas 142% 142% 142% 211% 209% N/A 17%($) 133% 
California 261% 261% 261% 317%8 208% N/A 109% 133% 
Colorado 142% 142% 142% 260% 195% 260% 68% 133% 
Connecticut 196% 196% 196% 318% 258% N/A 150% 133% 
Delaware 212% 142% 133% 
212% (1-
18) 
212% N/A 87% 133% 
District of Col. 319% 319% 319% N/A 319% N/A 216% 210% 
Florida 206% 140% 133% 
210% (1-
18) 
191% N/A 29%($) No9 
Georgia 205% 149% 133% 247% 220% N/A 34%($) No 
Hawaii6 308% 308% 308% N/A 191% N/A 105% 133% 
Idaho 142% 142% 133% 185% 133% N/A 24%10($) No10 
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Illinois 142% 142% 142% 313% 208% N/A 133% 133% 
Indiana 208% 158% 158% 250% 208% N/A 19%($) 133% 
Iowa 375% 167% 167% 
302% (1-
18) 
375% N/A 54%($) 133% 
Kansas 166% 149% 133% 238% 166% N/A 33% No 
Kentucky 195% 159% 159% 213% 195% N/A 23%($) 133% 
Louisiana 212% 212% 212% 250% 133% N/A 19% 
133% 
(7/1/16) 
Maine 191% 157% 157% 208% 209% N/A 100% No9 
Maryland 317% 317% 317% N/A 259% N/A 123% 133% 
Massachusetts 200% 150% 150% 300% 200% N/A 133% 133%9 
Michigan 212% 212% 212% N/A 195% N/A 54% 133% 
Minnesota 283%11 275% 275% N/A 278% N/A 133% 200%12 
Mississippi 194% 143% 133% 209% 194% N/A 23%($) No 
Missouri 196% 150% 150% 300% 196% 300% 18%10($) No10 
Montana  143% 143% 143% 261% 157% N/A 24%($) 133% 
Nebraska 213% 213% 213% N/A 194% N/A 58% No 
Nevada 160% 160% 133% 200% 160% N/A 32%($) 133% 
New 
Hampshire 
318% 318% 318% N/A 196% N/A 68%($) 133% 
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New Jersey 194% 142% 142% 350% 194% 200% 32%($) 133% 
New Mexico 300% 300% 240% N/A 250% N/A 46%($) 133% 
New York 218% 149% 149% 400% 218% N/A 133% 200%12 
North Carolina 210% 210% 133% 
211% (6-
18) 
196% N/A 44%($) No9 
North Dakota 147% 147% 133% 170% 147% N/A 52%($) 133% 
Ohio 206% 206% 206% N/A 200% N/A 90% 133% 
Oklahoma 205% 205% 205% N/A 133% N/A 41%10($) No10 
Oregon 185% 133% 133% 300% 185% N/A 40%($) 133% 
Pennsylvania 215% 157% 133% 314% 215% N/A 33% 133% 
Rhode Island 261% 261% 261% N/A 190% 253% 116% 133% 
South Carolina 208% 208% 208% N/A 194% N/A 62% No 
South Dakota 182% 182% 182% 204% 133% N/A 57%($) No 
Tennessee 195% 142% 133% 250% 195% N/A 103%($) No 
Texas 198% 144% 133% 201% 198% N/A 15%($) No 
Utah 139% 139% 133% 200% 139% N/A 44%10($) No10 
Vermont 312% 312% 312% N/A 208% N/A 53%($) 133% 
Virginia 143% 143% 143% 200% 143% 200% 49%($) No 
Washington 210% 210% 210% 312% 193% N/A 40%($) 133% 
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West Virginia 158% 141% 133% 300% 158% N/A 19%($) 133% 
Wisconsin 301% 186% 151% 
301% (1-
18) 
301% N/A 95%10 No/95% 
Wyoming 154% 154% 133% 200% 154% N/A 55%($) No 
157 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
157 "Medicaid and CHIP Eligibility Levels." Medicaid.gov. 
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Table 2: FMAC Percentages by State 
158 
 
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
158 Federal Register, Vol.80, No.27, 73779 
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Table 3: Health Insurance Enrollment Percentages by State 
Location Employer 
Non-
Group Medicaid Medicare 
Other 
Public Uninsured 
United States 0.49 0.07 0.2 0.14 0.02 0.09 
Alabama 0.46 0.06 0.19 0.15 0.04 0.11 
Alaska 0.5 0.03 0.18 0.09 0.07 0.13 
Arizona 0.41 0.04 0.25 0.14 0.03 0.13 
Arkansas 0.44 0.07 0.22 0.16 0.02 0.09 
California 0.45 0.09 0.26 0.1 0.02 0.08 
Colorado 0.5 0.06 0.19 0.13 0.03 0.09 
Connecticut 0.52 0.08 0.19 0.13 N/A 0.06 
Delaware 0.53 0.05 0.18 0.14 0.03 0.07 
District of 
Columbia 0.52 0.08 0.26 0.1 N/A 0.04 
Florida 0.39 0.1 0.18 0.18 0.03 0.13 
Georgia 0.46 0.06 0.19 0.13 0.03 0.14 
Hawaii 0.52 0.03 0.18 0.15 0.08 0.05 
Idaho 0.48 0.08 0.18 0.14 0.01 0.11 
Illinois 0.54 0.06 0.19 0.14 0.01 0.06 
Indiana 0.52 0.05 0.19 0.14 0.01 0.09 
Iowa 0.53 0.08 0.17 0.15 0.01 0.05 
Kansas 0.54 0.07 0.13 0.13 0.02 0.1 
Kentucky 0.45 0.09 0.22 0.16 N/A 0.06 
Louisiana 0.46 0.07 0.2 0.13 N/A 0.11 
Maine 0.47 0.05 0.23 0.18 0.02 0.05 
Maryland 0.58 0.06 0.15 0.12 0.02 0.07 
Massachusetts 0.54 0.05 0.23 0.12 0.01 0.04 
Michigan 0.53 0.06 0.19 0.16 N/A 0.06 
Minnesota 0.56 0.08 0.14 0.15 0.01 0.06 
Mississippi 0.41 0.05 0.23 0.15 0.03 0.13 
Missouri 0.56 0.07 0.13 0.15 0.01 0.09 
Montana 0.46 0.06 0.16 0.17 0.04 0.1 
Nebraska 0.55 0.07 0.13 0.13 N/A 0.08 
Nevada 0.46 0.07 0.17 0.13 0.05 0.11 
New Hampshire 0.61 0.05 0.13 0.14 N/A 0.05 
New Jersey 0.55 0.06 0.18 0.13 N/A 0.08 
New Mexico 0.37 0.05 0.27 0.15 0.03 0.12 
New York 0.49 0.07 0.24 0.13 N/A 0.06 
North Carolina 0.48 0.07 0.18 0.13 N/A 0.11 
North Dakota 0.57 0.08 0.1 0.14 0.03 0.08 
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Ohio 0.52 0.05 0.21 0.15 0.01 0.06 
Oklahoma 0.46 0.07 0.17 0.14 0.03 0.13 
Oregon 0.46 0.07 0.24 0.14 0.02 0.07 
Pennsylvania 0.55 0.05 0.18 0.16 0.01 0.06 
Rhode Island 0.57 0.07 0.17 0.13 N/A 0.05 
South Carolina 0.46 0.06 0.19 0.16 0.02 0.11 
South Dakota 0.53 0.09 0.14 0.14 N/A 0.09 
Tennessee 0.45 0.06 0.19 0.16 N/A 0.11 
Texas 0.48 0.07 0.16 0.11 0.03 0.16 
Utah 0.59 0.07 0.12 0.1 N/A 0.1 
Vermont 0.51 0.07 0.2 0.14 0.03 0.05 
Virginia 0.53 0.08 0.11 0.14 0.05 0.09 
Washington 0.5 0.06 0.22 0.14 0.02 0.07 
West Virginia 0.4 0.04 0.29 0.19 0.01 0.06 
Wisconsin 0.55 0.06 0.17 0.14 0.01 0.07 
Wyoming 0.56 0.07 0.1 0.14 0.04 0.09 
159 
 
 
 
 
 
 
 
 
 
 
 
 
 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
159 "Health Insurance Coverage of the Total Population." The Henry J. Kaiser Family Foundation. 
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Table 4: URC Study Moderate Participation Scenario (85% participation by 2016), 2014-2025  
  Enrollment  
State 
Medicaid 
Costs  
Additions 
to State 
General 
Fund 
Revenue  
Net State 
Fiscal 
Burden  
Cumulative State 
Fiscal Burden  
2014 247,749 $8.00 $8.00 $0.00 $0.00 
2015 263,975 $16.60 $25.20 -$8.60 -$8.60 
2016 280,165 $18.00 $37.10 -$19.10 -$27.70 
2017 279,857 $43.80 $41.90 $1.90 -$25.80 
2018 279,549 $75.00 $45.60 $29.40 $3.60 
2019 279,241 $87.90 $48.40 $39.50 $43.10 
2020 278,934 $112.50 $50.80 $61.60 $104.70 
2021 278,627 $132.60 $53.20 $79.40 $184.10 
2022 278,321 $137.20 $55.30 $81.90 $266.00 
2023 278,015 $141.90 $56.90 $85.00 $351.00 
2024 277,709 $146.80 $58.70 $88.10 $439.10 
2025 277,403 $151.90 $60.50 $91.40 $530.50 
160Dollar figures are in Millions.  
 
 
 
 	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
160 Neal. “The Fiscal and Economic Impacts of Medicaid Expansion in Mississippi, 2014-2025.” 3. 
	   	   	   75	  
Table 5: URC Study Low Participation Scenario (75% participation by 2016), 2014-2025  
  Enrollment  
State 
Medicaid 
Costs  
Additions 
to State 
General 
Fund 
Revenue  
Net State 
Fiscal 
Burden  
Cumulative State 
Fiscal Burden  
2014 214,716 $7.30 $7.40 $0.00 $0.00 
2015 230,978 $15.30 $23.40 -$8.10 -$8.10 
2016 247,204 $16.80 $34.60 -$17.80 -$25.90 
2017 246,932 $41.10 $39.20 $1.80 -$24.10 
2018 246,661 $70.30 $42.80 $27.50 $3.40 
2019 246,389 $82.40 $45.50 $36.90 $40.30 
2020 246,118 $105.50 $47.80 $57.70 $98.00 
2021 245,848 $124.40 $50.00 $74.40 $172.40 
2022 245,577 $128.70 $51.90 $76.80 $249.20 
2023 245,307 $133.10 $53.50 $79.60 $328.80 
2024 245,037 $137.70 $55.10 $82.60 $411.40 
2025 244,768 $142.50 $56.80 $85.70 $497.10 
161Dollar figures are in Millions.  
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Table 6: VSLs used by U.S. Regulatory agencies, 1985-2000 
162 
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Table 7: Number and Characteristics of Poor Uninsured Nonelderly Adults in the ACA coverage 
Gap, by State 
 
163 
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Table 8: Uninsured Adults in Non-Expansion States Who Would be Eligible for Medicaid if 
Their States Expanded 
164 
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